A 28-year old man presented with a symptomatic giant haemangioma. On June 26, 1983, at laparotomy, no resection was attempted because the lesion involved the right lobe of the liver and a part of segments II and III. The patient underwent a right hepatic arterial embolisation with gelatine sponge particles. During follow-up, the patient remained asymptomatic. Five-year review by CT-scan showed a diminution of the size of the haemangioma and hypertrophy of the left lobe. On October 21, 1988, the patient was reoperated on for liver abscess and complete necrosis of the haemangioma. A right hepatectomy was performed. In conclusion, the long-term effect of hepatic arterial embolisation, as demonstrated in our case by regular CT-scans, is useful in cases of diffuse haemangioma as an alternative to hazardous major liver resection. To our knowledge, the long-term effect of hepatic arterial embolisation on symptoms and tumor size have never been reported for giant liver haemangioma.
Hepatic haemangioma is the most commonly detected benign liver tumor1. It is now well established that small liver haemangiomas (< 4 9 . For these reasons, most authors used hepatic arterial embolisation only for irresectable lesions7. Usually, as in our patient, multiple hypodense areas within the embolised lobe of the liver are observed on CT-scan. It seems to be due to oxygen released from oxyhaemoglobin trapped in blood cells in the embolized vessels rather than to gas from anaerobic infection5.
In our patient, alternative treatment as ex-vivo liver surgery could be theoretically proposed: this procedure has recently permitted major liver resection, even for benign liver lesions15. However, our case demonstrates that even for very large haemangioma, hepatic arterial embolisation can be considered as a curative treatment. Regular CT-scan control allowed the principal complication of the treatment to be detected (i.e. abscess formation in necrotic lesions), prior to the usual treatment by percutaneous drainage16. In our patient, right hepatectomy was performed because of the heterogenicity and suspected high viscosity of the abscess on CT-scan, precluding efficient percutaneous drainage under CT-scan guidance17.
To our knowledge, the long-term effect of hepatic arterial embolisation on symptoms and tumor size have never been reported. CT-scan follow-up in our patient clearly showed the efficacy of hepatic arterial embolisation on tumor size. In addition, it allowed a safe right hepatectomy to be performed five years later. In recent reports of symptomatic giant haemangiomas, no alternative treatment to surgical resection was proposed, even in the case of major liver resection18 '19. In conclusion, long-term effect of hepatic arterial embolisation, as demonstrated in our case by regular CT-scan, supports its use in the case of large haemangioma as an alternative to hazardous major liver resection. Then, complete treatment of an haemangioma can be achieved by a conservative approach. This should be preferred to hepatic artery ligation or radiotherapy.
